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A LETTER FROM LEADERSHIP

Dear Paramount Provider:

Thank you for being a valued Paramount partner. Please know, we
are always looking for ways to make your job easier. The purpose
of this manual is to serve as your guide to navigating Paramount
policies, programs, processes, procedures, and member benefits
for each of our plans.

At Paramount, high-quality, responsive, and simplified insurance is
what drives us. The health and satisfaction of our members is our
top priority. We consistently work to create innovative insurance
products that meet the demands of our members throughout their
lives.

Remember, you can access the MyParamount online portal or call
our provider inquiry team at 888-891-2564 for claim and prior
authorization statuses, member benefits and eligibility.

Our provider relations team is on hand if you have additional
guestions. Please call 800-891-2542. In addition, stay informed on
Paramount’s latest provider news by visiting
ParamountHealthcare.com/providers/tools-and-resources/provider-
and- network-news.

We look forward to our continued partnership and to meeting our
shared goal of reaching optimal outcomes for patient members.

Thank you,

Lori A. Johnston, President, Paramount Health Care


https://www.myparamount.org/
https://www.paramounthealthcare.com/providers/tools-and-resources/provider-and-network-news
https://www.paramounthealthcare.com/providers/tools-and-resources/provider-and-network-news
https://www.paramounthealthcare.com/providers/tools-and-resources/provider-and-network-news

SECTION 1: PROVIDER RESOURCES

PARAMOUNT DIGITAL TOOLS
Our goal is to ensure that you, our providers, always have convenient access to the
information you need from Paramount.

PARAMOUNTHEALTHCARE.COM
Paramount designed the Provider website to make navigation easy and useful for our
providers. There, you'll find essential information on our departments and information to
assist providers when working with Paramount. Go to Paramounthealthcare.com select
For Providers and choose content from drop down menu.
Some content accessed from the provider home page menu include:
o Claims and Authorizations
e Outpatient Prior Authorizations
o Medical Drug Prior Authorizations
o Electronic Claims Submissions
o Utilization Management
o Condition Management
« Medical Policies Overview
o Medical Policy Library
o Reimbursement Policies
e Prescription Drug Program Overview
o Specialty Drug Program
o Preferred and Preventative Drugs
o Drug and Specialty Drug Prior Authorization
o Additional Tools and Resources
o This section provides commonly used documents, forms, and frequently asked
guestions.

e CultureVision® -Services Provided in a Culturally Competent Manner
Paramount contracted providers must deliver covered services to all covered persons in
a culturally competent manner, including those covered persons with limited English
proficiency or reading skills and diverse cultural and ethnic backgrounds. Paramount
now offers CultureVision® as a resource to support cultural competency. Additional
resources and training courses for providing culturally competent care can be accessed
online at Paramounthealthcare.com



https://www.paramounthealthcare.com/providers/tools-and-resources/cultural-competencies

PROVIDER NEWSLETTER

Published twice a year as a service for our provider and office manager community, the
Paramount Network News is mailed to offices and posted on our website.

Each issue includes valuable information for Paramount providers, such as:

Care management referral instructions.

Claims management and clinical document suggestions.
Clinical practice guidelines.

Health care access and availability standards expectations.
Formulary and prescribing criteria.

Medical Advisory Council decisions.

Member rights and responsibilities.

Program evaluations and survey results.

Quality improvement initiatives.

Special program information.

Utilization management practices


https://www.paramounthealthcare.com/services/providers/tools-and-resources/publications/network-news

PROVIDER NOTICES

Paramount sends monthly email and fax communications to its network regarding policy changes, new
program requirements, and important announcements to keep you informed. The provider notice updates
will also be housed on our medical policy overview page, located on our website.

FROVIDER'NOTICE

November 1, 2024

Medical Policy, Reimbursement Policy, and Prior Authorization Updates

o Full medical policy language should be reviewed via the policy links provided at the end of this document.

o Administrative changes are effective on the date of this notice and material changes are effective 30 days from the
date of this notice, unless otherwise specified.

¢ The Prior Authorization-Expenmentsl/investigstional-Noncovered Services Spreadsheet includes all genetic,
experimental’investigational, and non-covered procedure codes and services. Providers should review changes to
Prior Authorization at the following link: httos/Avww.paramounthealthcare. com/providers/claims-and-
authorizations/outpatient-prior-authonzation [Procedures that require prior suthorization may be following online
InterQual coverage criteria.]

Updated Medical Policy - No changes to policy statement.

o QOutpatient Psychiatry Diagnostic Evaluation Coverage and Limitations, PG0530.
Neutralizing Antibody Testing in Multiple Sclerosis Patients, PG0180.

Injectable Bulking Agents for Fecal Incontinence, PG0260.

Alopecia, PG0514.

Blood Glucose Monitors and Testing Supplies, PG0155.

Updated Medical Policies

¢+ Bone Density Measurements, PG0320.
¢ Elite (Medicare Advantage) product lines:
o Added codes 78350, 78351, 0554T, 0555T, 0556T, 0557T, covered with & prior suthorizstion, effective
11/01/2024.

¢+ Glaucoma Treatment with Aqueous Drainage Device, PG0327.
o Al product lines:
o Added covered codes 68174 and 88175.
o Added covered codes C1783 and L8612.
o Added notstion CyPass Micro-Stent has been removed from the market and no longer availsble.
o Removed deleted codes 0191T, 0358T, 0376T.

To guarantee timely delivery, please ensure that we have your most recent email address on file. If we do
not have your email address or you would like to change it, please complete, and submit our Provider
Information Change Form.



PARAMOUNT PROVIDER DIRECTORY

Providers can review and confirm their network participation status by using our Find a
Provider search tool. A search can be done by Provider or Group name, viewing a list of
local providers by zip code. You can also narrow the search down by specialty, product
line, and provider ID.

e Go to MyParamount.org.

o Select Find a Provider.

It is vital that members receive accurate and current information related to provider
availability. Providers must notify Paramount of any demographic changes. All requests
must be received 30 days prior to change or update. Any request received within less
than 30 days' notice will be assigned a future effective date. Contractual agreements
may supersede effective date requests.

Types of demographic changes/updates can include, but are not limited to:

e Accepting new patients.

e Address-Additions/Closings of location.

o Email Address.

e Name Changes.

e Hours of Operation.

e Phone/Fax Numbers.

e Termination.
To request participation for a new provider to join an existing group, providers must first begin the application
process. Go to Join our Network.

In addition, providers are encouraged to submit a provider roster to Credentialing for streamlined processing of
provider data additions, changes, and terminations using our standard Microsoft Excel document. The document is
located under Tools and Resources.

You will be fully credentialed upon applying to the Paramount Network. Paramount recredentials practitioners on a
three-year cycle, by specialty. This will happen automatically, and Paramount credentialing staff will reach out to your
office if information is required. Please make sure to keep your CAQH application current.

Paramount recognizes the below noted specialties as Primary Care Providers (PCPS).

. Family Medicine.

. Internal Medicine.

. Pediatrics.

. Adolescent Medicine.

. Geriatric Medicine.

. Certified Nurse Practitioner.

. Physician Assistant.



PROVIDER INQUIRY AND PROVIDER RELATIONS DEPARTMENTS

If you cannot find the information you need on MyParamount or our Paramount website,
please contact Paramount’s provider inquiry team at 888-891-2564. Staff is available to
assist you Monday — Friday, 8:30 AM. — 5 PM.

For more complex issues, please work with your provider relations representative. You
can reach our provider relations team at 800-891-2542 or
Provider.Relations.Paramount@Medmutual.com.

MYPARAMOUNT: ONLINE PORTAL
The MyParamount Portal is your central resource for claims, prior authorizations, and

member coverage details. The online portal is password protected and HIPAA
compliant. It allows you to:

Find participating providers from our provider directory.

Send and receive messages to/from our provider inquiry team through the message center.
Submit and view claims information, such as diagnosis and procedure codes, and payment status.
Submit and view prior authorizations.

View and download EOPs (explanations of payment).

View member eligibility and benefits information, including their health

insurance carrier, policy number, and effective dates of coverage.
o View deductible and out of pocket accumulators.
o View panels of members assigned to primary care providers.

To register for an account, please take the following steps:

Visit myParamount.org.

Choose “Provider Registration” in the top right corner.

Review and accept the Terms of Use Agreement, which states that our portal
is in accordance with HIPAA privacy regulations and Paramount policies.
Then, click “Next.”

Enter your tax ID, your 5-digit Paramount provider ID or NPI number, and a
recent claim number (for access to claims information). Then, click “Next.”
Complete the registration instructions, and then click “Submit.”

Once you have completed these steps, you will receive an email with a

link to finish your registration.

Note: We recommend designating an administrator from your practice. The
administrator can assign access levels to other members of the practice, designate user
roles, and add or remove additional users.

Thank you for your patience as e improvements to
M/? FHPARAMOUNT our portal. You may notice delays moving from page to page.

We're wéll-connected, “
soyou're well-covered. /“< {
N -
&L .

-

]



mailto:Provider.Relations.Paramount@Medmutual.com
https://www.myparamount.org/provider-search/
https://www.myparamount.org/

IMPORTANT CONTACT INFORMATION
Below is a complete list of Paramount departments and contact information for each.

DEPARTMENT

ASSISTANCE AVAILABLE

CONTACT

Credentialing
Monday — Friday
8:30 a.m. -5 p.m.

New provider applications
Re-credentialing questions

Email: PHCCredentialing@MedMutual.com

Member Services
Commercial,
Marketplace
Exchange, OBA
Monday - Friday
8a.m.—5pm.

Medicare

IApril — September
Monday — Friday
8a.m.—8p.m.

October — March
Sunday— Saturday
8a.m.—8p.m.

Member questions and
complaints

Primary care provider
update requests
Interpreter services
Special Needs
documentation

Phone: 800-462-3589

Phone (TTY): 888-740-5670

Fax: 419-887-2047

Email: Paramount.MemberServices@MedMutual.com

Medicare dedicated phone: 833-554-2335
Phone (TTY): 888-740-5670

Pharmacy
Monday — Friday
8a.m.—5p.m.

Obtaining drug prior
authorizations

CVS Caremark
Phone: 1-855-749-0851 (TTY 711)
Fax: 1-855-633-7673

Provider Inquiry
Monday — Friday
8:30 a.m. -5 p.m.

Member benefits and
eligibility

Claim status inquiries.
Claim processing issues.

Phone: 888-891-2564
Fax: 419-887-2014
Email: Paramount.Providerinquiry@MedMutual.com

Referral/authorization

verification
Provider Relations e Provider and office staff  [Phone: 800-891-2542
Monday — Friday education Fax: 567-585-9403

8:30 a.m. — 5 p.m.

Contract issues
Orientations/webinars

New product participation
requests
Representative office visit
requests

Email: ProviderRelations.Paramount@MedMutual.com

Quality Improvement
Monday — Friday
8:30 a.m.—5 p.m.

Information/questions

Email: PHCQuality@medmutual.com

Utilization/Case
Management
Monday — Friday
8a.m.—-5p.m.

Obtaining in-plan and
out-of-plan prior
authorizations
Case/care management
BH out-of-plan requests
General clinical inquiries

Phone: 800-891-2520
Fax: 567-661-0847

567-661-0841
567-661-0842
567-661-0843
567-661-0844
567-661-0845
567-661-0846
567-661-0847
567-661-0848

Mental health, chemical dependency
General inquiries

Home health care

Imaging

Inpatient, acute care

Med., surg., DME, genetics, pre-D
Out-of-plan

SNF, rehabilitation, LTAC

567-585-9500 Provider Appeals
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SECTION 2: CLAIMS

ELECTRONIC

Paramount requires Electronic Claims Submission, through the provider's preferred clearinghouse or
through MyParamount portal, TransShuttle. Paramount will be moving to requiring electronic claims by
2025. Please contact an electronic claim submission coordinator to help you with this process.
Paramount currently accepts electronic claims submissions from a variety of clearinghouses. To submit
claims using a clearinghouse vendor, you will need to sign our Trading Partner Agreement. list of
clearinghouses, along with our Trading Partner Agreement form, which is available on our website.

If you would like to learn more about our electronic claim's submission process, please visit our website
or contact PHCECShelpdesk@medmutual.com

Additionally, MyParamount portal, TransShuttle, offers the following benefits to claims processing:

Convenient access: Available 24/7 at no additional cost.
Enhanced capabilities: submit corrected claims, and void claims.
Timely statuses: Check claims statuses and receive timely notification of changes in status.

If you need access to TransShuttle, please email ProviderRelations.Paramount@ MedMutual.com

PAPER CLAIMS

Paper claims need to comply with the same standards as those for electronic submissions, set forth by
the American National Standards Institute (ANSI).
Please review and adhere to the following requirements:

Paramount will only accept the most current version of the industry standard CMS-1500 (02-12)
and UB-04 forms printed in red drop-out ink.

Printed information should go on the reverse side of the form. All mandatory fields on paper
claim forms must be completed.

Black and white versions of claim forms, including photocopied or faxed versions, and resized
forms that do not replicate the scale and color of the standard claim form will not be accepted.
The size of the form should be 8 %2 X 11 with the printer pin-feed edges removed along the
perforations.

Forms should be free from excessive creases or tears. Do not fold or staple forms.

Forms should be clean and free from stains, notations, strike outs, crossed out or highlighted
information, liquid correction tape, glue, and tape.

Please use industry-standard procedure codes, diagnosis codes, location codes and modifiers.
Paper claims should be mailed to: Paramount, P.O. Box 497, Toledo, OH 43697-0497.

Nonstandard forms will be returned to the address identified in Box 33 of the CMS-1500
form or Box 1 of the UB-04 form with instructions to resubmit the claim using the
appropriate claim form. A new claim with the correct information must be submitted for
the claim to be processed.

HIPAA 5010 TRANSACTIONS
In 2009, the United States Department of Health and Human Services released a final
rule to update standards for electronic health care and pharmacy transactions. This was
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in preparation for implementing ICD-10 CM (Case Management) codes on October 1,
2015.

CLAIM REQUIREMENTS

Your National Provider Identifier (NPI) number and Tax Identification Number (TIN) are
required on all claim’s submissions. Claims submitted without these numbers will be
rejected. Please contact your Electronic Data Interchange (EDI) vendor if you have
guestions regarding where these identifying numbers should be placed on your forms.

Please note: On paper claims, the NPI number should be placed in the following boxes
based on form type:
e CMS 1500: Box 24J for the rendering Provider’s NPI and, if applicable, Box
33A for the group NPI.
e UBO4: Box 56.
e ADA: Box 54 for the treating Provider's NPI and, if applicable, Box 49 for the group NPI.

PAYMENT PROCESSING GUIDELINES
Providers are responsible for the accuracy of claim submissions. Please adhere to the
following coding requirements:

e FOR DIAGNOSES: International Classification of Diseases, 10th Revision,
Clinical Modification ICD- 10-CM.

e FOR PROFESSIONAL AND OUTPATIENT PROCEDURES: The Health care
Common Procedure Coding System Level 1 (CPT (Current Procedural
Terminology) codes), Level 2 and 3 (HCPCS codes).

e FOR INPATIENT HOSPITAL CLAIMS: ICD-10-PCS (International BD
Classification of Diseases, 10th Revision, Procedure Coding System).

e Claims must be coded in accordance with the HIPAA transaction code set
guidelines and follow the guidelines within each code set.

SUBMISSION TIMELY FILING
Please visit the links below to view each the timely filing policy for each plan:
Reimbursement/Billing Policy

PROCEDURE/DIAGNOSIS CODES

Providers must bill for services using the most current CMS-approved diagnostic and
procedural coding available for the date the service or for the date of discharge if the
claim is an inpatient facility claim.

CODE EDITING SOFTWARE
Paramount utilizes comprehensive bundling logic software, which is fully automated to
audit and verify the clinical accuracy of claims prior to payment. Our claims editing
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software application contains a set of rules to address coding inaccuracies such as
unbundling, frequency limitations, fragmentation, up-coding, duplication, invalid codes,
mutually exclusive procedures, and other coding inconsistencies. Each rule is linked to
an accepted coding principle. Guidance surrounding the most likely clinical scenario is
applied.

Editing Software is sophisticated and has clinical logic based on clinical practice and
reimbursement standards, and input from medical experts. The software applies edits
that are based on the following sources:

Centers for Medicare & Medicaid Services’ (CMS) National Correct Coding
Initiative (NCCI) for professional and facility claims. NCCI status code indicator
to determine packaging or discounting, including medically unlikely edits (MUE),
exclusive and outpatient code editor (OCE) edits. These edits were developed
by CMS to control incorrect code combination billing contributing to incorrect
payments. Public-domain specialty society guidance (i.e., American College of
Surgeons, American College of Radiology, American Academy of Orthopedic
Surgeons).

CMS Claims Processing Manual.

State Provider Manuals, Fee Schedules, Periodic Provider Updates (bulletins/transmittals).
CMS coding resources such as, HCPCS Coding Manual, National Physician Fee Schedule.
Provider Benefit Manual, Claims Processing Manual, MLN Matters and Provider Transmittals.
AMA resources.

CPT manual.

AMA website.

Principles of CPT Coding.

Coding with Modifiers.

CPT Assistant.

CPT Insider’s View.

CPT Assistant Archives.

CPT Procedural Code Definitions.

HCPCS Procedural Code Definitions.

OPTUM CES.

Billing Guidelines Published by Specialty Provider Associations.

Global Maternity Package data published by the American Congress of

Obstetricians and Gynecologists (ACOG).

Global Service Guidelines published by the American Academy of Orthopedic Surgeons
(AAOS).

State-specific policies and procedures for billing professional and facility claims.

Health Plan policies and provider contract considerations.

CLAIM INQUIRY/ADJUSTMENT FILING TIPS
The diverse types of claim inquiries should be handled in separate ways depending
on what is being requested for review. Here are some examples:

CLAIM INQUIRY: These do not result in changes to claim payments, but the
outcome may result in the initiation of an adjustment dispute. Once the provider



receives an answer to the claim inquiry, they may begin the claim payment appeal
process or dispute.

e CLAIM CORRESPONDENCE: Paramount, at times, may require additional
information to finalize a claim. Typically, these are noted on the Explanation of
Payment (EOP). The claim, or part of the claim, may be denied as Paramount
will request more information needed to process. Once the information is
received, Paramount will use it to finalize the claim.

¢ CORRECTED CLAIMS: Submit corrected claims only when updating information
on the original claim. These require the original claim number, as submitting a
new claim, to correct a claim, will result in a duplicate system denial. Submit the
entire claim as a replacement with any additional information to correct. To
correct a claim submitted to Paramount in error, submit the entire claim as a
void/cancel of prior claim.

e CLAIM APPEALS: Must be submitted with our Claim Adjustment/Coding
Review Request form, located under Tools and Resources. Please complete
and return the form along with required attachments to:

MAIL: Paramount FAX: 405-254-2124
P.O. Box 497 EMAIL: Paramount.Docflow@medmutual.com
Toledo, Ohio 43697-0497
Claims and appeals must be submitted within the timely filing timeframe specified in the
provider agreement.
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SECTION 3: UTILIZATION MANAGEMENT

OVERVIEW

Utilization management (UM) ensures effective and efficient medical care, including
behavioral health care. Paramount’s UM Department performs internal reviews of
medical policies and medical criteria through a Medical Policy Steering Committee to
ensure Paramount is utilizing the most current clinically indicated criteria to perform
medical necessity reviews. We evaluate the cost and quality of medical services
provided by participating physicians, hospitals, and other ancillary providers. To ensure
appropriate utilization, we evaluate both potential overutilization and underutilization.

Paramount’s UM department maintains the quality, efficiency and appropriateness of
health care services provided to Paramount members. We manage all UM activities,
including prior authorization processing, concurrent review, discharge planning,
transition of care coordination, and more. Our goal is to ensure Paramount members
receive the proper level of care in the most appropriate setting, and that the resources
utilized align with their insurance plan benefits.

Paramount adheres to nationally recognized criteria, medical policies, and state and
federal guidelines to determine medical necessity and appropriateness of services. In
addition, internal criteria standards are in place for appropriateness of care and the
existence of coverage where other sources of standard are not defined.

Our program focuses on the following objectives:

e To assure effective and efficient utilization of facilities and services through an

ongoing monitoring and educational program. Our program is designed to

identify patterns of utilization, such as overutilization, underutilization, and

inefficient scheduling of resources.

To ensure fair and consistent UM decision-making.

To focus resources on a timely resolution of identified problems.

To assist in the promotion and maintenance of optimally achievable quality of care.

To educate medical providers and other health care professionals on

appropriate and cost- effective use of health care resources.

e To ensure continuity in the transition of care process by fostering close
collaboration with our case management team.

FOR MORE INFORMATION
If you have questions regarding our UM program, decisions, or authorization of care,
please visit our webpage or call us. The UM team is available at 800-891-2520, Monday
— Friday, 8 AM —5:00 PM. If you need to leave a voicemail after hours, we will return
your call in one business day. You can also visit paramounthealthcare.com/providers to
find information and documentation related to:

e Medical policies

e Prior authorization criteria, decision timeframes, and complete list..

e Population health/condition management services.

e Documents and Forms
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UTILIZATION CARE MANAGEMENT PROCESS

Paramount’s UM departmental operations policies and procedures are reviewed
annually. These policies and procedures serve as a framework of authority for our
operational teams.

Our UM coordinators are authorized to approve prior authorization requests when
medical necessity criteria are met based upon medical policies, InterQual criteria,
clinical criteria software, and/or appropriateness of care and services for covered
services. Prior authorization requests which fail to meet

medical policy and clinical criteria will be escalated to a medical director for final review
and determination of medical necessity.

Paramount’s medical directors, associate medical directors, clinical directors, and
pharmacists are the only plan representatives who can deny payment for a service
based on medical necessity/appropriateness. Paramount offers a direct conversation
with a Medical Director if requested.

Neither providers nor internal Paramount staff are financially or otherwise compensated
to encourage underutilization and/or denials.

Paramount works cooperatively with its participating providers to assure appropriate
management of all aspects of the members' health care.

The primary care provider (PCP) is responsible for coordinating all aspects of the
member's health care. Conversely, the member is responsible for coordinating his/her
medical and behavioral health care through their PCP. Although in-network specialist
referrals are not required by Paramount for claim payment, members are encouraged
to seek their PCP’s advice before seeking specialist consultation and treatment.

INPATIENT/ACUTE CARE

POST-STABLIZATION CARE SERVICES: These are services related to an emergency
condition that a treating physician views as medically necessary after an emergency
condition has been stabilized. Prior authorization is not required by Paramount for
coverage of post-stabilization services when these services are provided in the
emergency department.

OBSERVATION STAYS: Paramount does not need to be notified of an in-plan
observation stay if the stay is less than 48 hours (about 2 days). Non-participating
providers need to submit clinical information for review, as authorization will be needed
for billing. An observation longer than 48 hours (about 2 days) should be converted to
inpatient and must meet admission criteria for payment. Paramount must be notified
when observation stays are longer than 48 hours (about 2 days) or when they are
converted to an inpatient status. Fax is the preferred method of communication (567-
661-0845). Paramount’s Provider Portal is also available for submission of the initial
request.



INPATIENT ADMISSIONS: Paramount requires notification of an inpatient stay by the end of the next
business day following the admission Monday-Thursday; and by end of business day Tuesday for a
Friday-Sunday admission. This includes elective admissions. The admitting face sheet with the
patient’s demographic information along with a clinical review should be submitted. The UM team will
review and respond with an anticipated length of stay and request for the next review day considering
the initial documentation meets inpatient criteria. Concurrent review clinical information should be
faxed or called promptly by the Paramount assigned next review date. Please include contact
information on the fax (name of facility, UM reviewer, fax, and telephone number). Fax is the
preferred method of communication (567-661-0845). Paramount’s provider portal is also available for
submission of the initial request.

TRANSPLANT SERVICES: require an authorization for inpatient admission.

SKILLED NURSING FACILITY: Skilled Nursing Facility services require pre-certification, submitted
by the facility to determine medical necessity and appropriate level of care. Forms for pre-certification
of skilled nursing facility admissions and concurrent review are available on the Paramount website.

ELECTIVE ADMISSIONS: Bariatric surgery, reduction mammoplasty, orthognathic/maxillofacial
surgery and potentially cosmetic surgery require prior authorization/approval of the procedure before
admission.

HOME HEALTH CARE Home Health care services require prior authorization requests to be
submitted by the Home Health care provider. Forms are available for the admission, ongoing and
discharge reviews on the Paramount website.

PRIOR AUTHORIZATIONS
Some procedures, diagnostic services and drugs require prior authorization. Prior

authorization is obtained by contacting us at 800-891-2520, fax: 567-661-0842.
Current prior authorization requirements may be found on our website. Click here.

Additional information on the services and requirements covered may be obtained from
provider inquiry by calling 888-891-2564.

CLINICAL PROVIDER APPEALS

Paramount investigates the substance of all requests for appeals from Paramount
contracted and non- contracted providers. We document any actions taken in a prompt
manner and treat all cases equitably.

Contracted Clinical Provider Appeals must be submitted to Paramount utilizing the
designated Clinical Provider Appeals Form with all required information completed to be
considered for review. Non- contracted providers may submit all required information in
writing without the designated form, but it is recommended to ensure proper routing and
timely resolution. Note: Any forms printed from links in this manual are current as of the
print date.
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Providers must have the member’s written consent to file pre-service appeals.

REQUIRED DOCUMENTATION
e The covered person’s name and identification number as shown on their ID card.

e The provider's name.

e The date of the service.

e The reason the provider disagrees with the denial.

¢ Any documentation or other written information to support the request.

¢ Non-contracted providers must submit a member signed Waiver of Liability (WOL) form.

Paramount will provide notification to the provider indicating the decision and the decision date.

LEVELS OF APPEAL
Paramount will allow up to two levels of appeal.
e The initial, first level, appeal will be reviewed by an associate medical/clinical director.
e Asecond level appeal, if requested, will be reviewed by the senior medical
director and/or Chief Medical Officer.
e Neither level of appeal will include practitioners involved in any previous decision.
¢ Ifthe second level appeal denial is upheld, Paramount’s decision is final and will
not be reviewed for additional consideration.

If the first level appeal is not received within the indicated filing timeframes, the appeal
will be dismissed administratively, and a second level appeal will not be considered for
review.

Medicare non-contracted provider first level appeals with a fully or partially upheld
denial determination are automatically forwarded to an Independent Review Entity
(IRE) under current CMS guidelines.

'APPEAL FILING TIMEFRAME

Appeal Filing Timeframe Periods are dictated by contractual language for
contracted providers. Denial dates are determined by the date of provider
notification of the denial for the Paramount Elite Medicare and Commercial product
lines.

If no authorization was requested and a claims denial is issued, Paramount will utilize
the Red Card date as the date the appeal timely filing begins.

For non-participating providers, an appeal must be filed within 60 days (about 2 months)
from the date the denial was issued. Paramount will respond to all non-participating
provider appeals within 60 days (about 2 months).



RETROSPECTIVE REVIEWS
Contracted providers have contractual language related to the availability and timeliness
of retrospective reviews.

Non-contracted providers may secure a retrospective review by submitting information
based on the date of service within guidelines of Paramount’s reimbursement policy
related to deadlines for claim submissions.

Paramount shall permit retrospective review where a prior authorization was required
but not obtained (retro authorization). To qualify, the service must meet all the following:
e The service is directly related to another service for which prior approval
has already been obtained and has already been performed.

e The new service was not known to be needed when the original PA service
was performed.

e The need for the new service was revealed when the original
authorized service was performed.

In addition, retrospective review may be conducted in the following situations:
o Due to atechnical error on the Paramount side, a request was not received,
and the provider can submit a fax confirmation of said transaction.
« A member is “retro” enrolled on to a Paramount plan and this information was
not available to the provider when the service(s) were rendered.
« A member presents as self-pay and Paramount coverage is later determined.

PEER-TO-PEER REVIEWS

Paramount provides a peer-to-peer review process for services which have been
denied. A peer-to-peer request can be initiated up until the date of discharge for
inpatient admissions and readmissions or as part of the provider appeal process.

PEER-TO-PEER REVIEW REQUESTS: Must be requested and completed prior to the
date of discharge. Please provide the name and direct telephone number of the treating
provider along with two dates and times of their availability.

COMMERCIAL The facility can submit a verbal or written request for a peer-to-peer
review, which will then need to be completed prior to the date of discharge.

MEDICARE ADVANTAGE: Medicare peer-to-peer discussions do not follow the
timelines noted above. Prior to issuing a denial, the provider will be offered the
opportunity to schedule a peer-to-peer discussion within a timeframe that ensures the
member/provider notification timelines are maintained.

PROVIDER APPEALS When a peer-to-peer request is submitted post denial, the new
peer-to-peer determination will be the date on which appeal timely filing begins. If no
peer-to-peer was requested during the admission, the date of appeal timely filing will
remain on the initial determination date.



INPATIENT AUTHORIZATIONS: The requesting provider can submit a verbal or
written request for a peer-to-peer discussion to be submitted and completed up until the
date of discharge. For a weekend discharge, the request for the peer-to-peer may be
requested and completed no later than the following Tuesday.

OUTPATIENT PRIOR AUTHORIZATIONS: The requesting provider can submit a
verbal or written request for a peer-to-peer discussion to be submitted and completed
within seven (7) calendar days from the determination date.



SECTION 4: CARE MANAGEMENT PROGRAM

OVERVIEW

Our care management program identifies and manages members who are at high risk
for complex, costly, or long-term health care needs. Our care managers are registered
nurses (RNs) or social worker:

Coordinate care for members who have both behavioral health and medical
conditions, often working together to enhance the member’s outcome.

Work 1:1 with members and their PCP to ensure that medically appropriate
services are provided in a supportive cost-effective environment.

Follow members through the continuum of care from home to office, home
health care, in-patient hospitalizations, rehabilitation, skilled nursing facility, and
help them transition home again.

Assist with utilization of participating providers.

CARE MANAGEMENT GOALS

Treat members in the least restrictive and most cost-effective setting and manner.
Empower members to acquire knowledge, decision-making ability, and
alteration in lifestyle to promote positive health outcomes.

Support the PCP/specialist by reinforcing the treatment plan.

Avoid complications and multiple admissions by early identification of problems
and development of goals.

Identify members who are inappropriately over utilizing the emergency room and
educate them to utilize PCPs for care whenever possible.

Foster communication between the PCP, specialists, and ancillary providers.
Decrease premature deliveries by promoting prenatal care.

Reduce the cost of care.

Coordinate the services of social and public health agencies when applicable.

ROLE OF THE PHYSICIAN

As the primary care provider (PCP), you are responsible for coordinating all aspects of
members’ health care needs. Our care managers will assist you with the process.
Please help us identify members who:

Are experiencing a complicated pregnancy.

Are at high risk for frequent hospitalizations.

Are at high risk for complicated pregnancies.

Are potential transplant cases.

Are oncology patients with complications.

Are medically unstable or complex.

Do not adhere to their treatment plan, are non-compliant with medication
management, and/or miss appointments.

Have special health care needs.

Have drug-seeking behavior.

Have behavioral health needs.



e Inappropriately utilize the ER.

¢ Need specialized care.
Center of Medicare & Medicaid Services (CMS), and National Committee for Quality
Assurance (NCQA) expects the evidence-based collaborative efforts between case
management and the primary care physician to influence positively the health and well-
being of our members.

REFERRALS

HOW TO MAKE A REFERRAL TO CARE MANAGEMENT
For Care Management, please send information to:
Commercial/Marketplace Case Management
ParamountCommercialCaseManagement@ medmutual.com
Medicare Case Management
ParamountEliteCaseManagement@ medmutual.com

OUTPATIENT

SPECIALIST REFFERALS: The primary care provider (PCP) may request a
consultation from a participating specialist at any time. A referral is not required from
Paramount prior to consultation with any participating specialist.

EMERGENCY ROOM SERVICES: Referrals are not required for treatment of an
emergency medical condition that manifests itself by such acute symptoms of sufficient
severity, including severe pain, that a prudent layperson with an average knowledge of
health and medicine could reasonably expect the absence of immediate medical
attention to result in any of the following:
= Placing the health of the individual or, with respect to a pregnant woman, the
health of the woman, or her unborn child, in serious jeopardy.
= Serious impairment to bodily functions.
= Serious dysfunction of any bodily organ or part.
= Emergency Room services are covered if referred by an authorized plan
representative, PCP, or plan specialist. A referral is not required for payment
of Emergency Room services for an emergency medical condition; the plan
may do retrospective claim review to ensure the appropriate level of service is
reimbursed.

OUT OF PLAN REFERRALS: These requests are reviewed individually, and
determinations are made based on the patient's medical needs and the availability of
services within the Provider Network to meet these needs.

TERIARY CARE SERVICES: All referrals to tertiary care centers are reviewed
individually. The member's medical needs and the availability of the requested
services within the non-tertiary care network are considered.
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PREDETERMINATION OF BENEFITS/OUTPATIENT CERTIFICATION: Certain
services, procedures, durable medical equipment, and injectable medications require
prior authorization. Additionally, cosmetic surgery and other procedures may be
reviewed prospectively, at the request of providers and/or members, to issue coverage
determinations.

TRANSPLANT EVALUATIONS: Paramount recommends working with a Paramount transplant case
manager who will help determine the most appropriate Center of Excellence to refer members.
Recommendations are based on cost and quality metrics, with the focus on achieving optimal
outcomes for Paramount members. For this assistance, please contact Paramount’s utilization
management at 800-891-2520 or by email:

Commercial/Marketplace Case Management

ParamountCommercialCaseManagement@ medmutual.com

Medicare Case Management

ParamountEliteCaseManagement@ medmutual.com
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SECTION 5: BEHAVIORAL HEALTH
PRIOR AUTHORIZATIONS

MEDICARE ADVANTAGE AND COMMERCIAL PLANS
Please reference our prior authorization list for current information.

HOSPITAL INPATIENT AND OBSERVATION ADMISSIONS
Paramount will review all hospital admissions for appropriateness and medical
necessity. Paramount requires clinical notification of an inpatient stay by the end of the
next business day following the admission. This includes elective admissions.
Generally, the hospital pre-certifies or certifies inpatient admission. The physician’s
office may also pre-certify an admission.

e Non-Participating Facilities are required to prior authorize observation stays.

e Participating Facilities do not need to prior authorize observation stays.

e Pre-established medical necessity/appropriateness criteria are

utilized to assure consistency in the certification process.

Please send the admission fact sheet with the patient’'s demographic information along
with a clinical review. Please include contact information on the fax (hame of facility UM
reviewer, fax, and telephone number). Fax is the preferred method of communication
(toll free: 844-282-4901).

InterQual® Behavioral Health Criteria Sets are the basis for all determinations of
medical necessity; these include child, adolescent, adult, and geriatric psychiatry; adult
and adolescent substance abuse.

If an admission is approved, the Behavioral Health UM Coordinator assigns a length of
stay, based upon diagnosis, presenting signs and symptoms, investment in treatment,
support system, and/or other factors as delineated in InterQual criteria.
e The admission is re-reviewed at appropriate intervals prior to discharge, or until
the member no longer meets inpatient criteria. The Behavioral Health UM
Coordinator will identify the next expected review date.
e Authorization of the admission includes all physician and ancillary services
rendered during the inpatient stay.
e Excluded are those services that are not a covered benefit, such as convenience items.

A retrospective chart review is performed after the patient is discharged from the facility.
This type of review is necessary when Paramount i.e., the Behavioral Health team is not
informed of the member’s admission while he or she is inpatient (when the member

does not present correct insurance information at time of admission, for example), or

when the member has been admitted and discharged during a time outside of regular
business hours, such as on a weekend or holiday.


https://www.paramounthealthcare.com/assets/documents/provider/prior-authorization-list.pdf

OUTPATIENT SERVICES

The Behavioral Health Coordinator facilitates, and coordinates as needed, the
appropriate use of benefits and referrals to all participating behavioral health
providers including the publicly funded community behavioral health system i.e.,
community mental health centers (CMHCs).

Members may self-refer to all behavioral health providers including the agencies
previously described. Certain Intensive outpatient services require prior authorization
approval. Please reference Paramount’s document library for the most current
Behavioral Health resources, prior authorization requirements and forms.

The member has no liability (i.e., may not be billed) when a contracted/participating
provider provides a covered service that requires prior authorization (for example,
hospital admission), but for which the provider has not obtained required authorization.

The member is responsible (i.e., may be billed) for payment of non-covered services, including:
e All/any copays and coinsurance.

Non-covered services received, such as policy/contract exclusions.

Court-ordered testing or court-ordered treatment that is not medically

necessary, or that is not a covered benefit according to the plan.

Employer-mandated testing or treatment not medically necessary or non-covered.

Testing and treatment for learning disabilities.

Treatment for non-acute conditions; conditions that are not treatable.

Services received after benefit is exhausted.


https://www.paramounthealthcare.com/services/providers/tools-and-resources/documents-and-forms

SECTION 6: QUALITY IMPROVEMENT (QI)

OVERVIEW

Itis inherent in Paramount’s philosophy that quality improvement is not the
responsibility of any single individual or department. Rather, it is the responsibility of
each provider and employee under contract with Paramount.

Paramount's contracts specifically require that practitioners and providers cooperate
with quality improvement activities to improve quality of care, offered services and
member experience while also permitting use of practitioner performance data for
qualitative and quantitative analysis.

We provide a formal ongoing process by which the Health Plan and participating
providers utilize objective measures to monitor and evaluate the quality and safety of
clinical and administrative services provided to members. A systematic approach is
used to identify and pursue opportunities to improve services and resolve problems.

PARAMOUNTS QUALITY IMPROVEMENT PROGRAM IS GROUNDED ON FOUR PRINCIPLES:
e PROCESS MANAGEMENT: Exercising control over all efforts through a
systematic process of ‘Plan, Do, Study and Act.
e MANAGEMENT BY FACT: Managing all efforts through quantitative and quantitative analysis
of data.
e RESPECT FOR PEOPLE: Listening to and supporting others.
e CUSTOMER SATISFACTION: Meeting or exceeding valid customer expectations.

OUR PROGRAM OBJECTIVES:

e To continuously improve the caliber and delivery of clinical and administrative
services to Paramount customers through systematic monitoring of critical
performance indicators, identifying barriers to improvement, and implementing
specific strategies to improve processes and outcomes.

e To assess annually the efficiency and effectiveness of the quality
improvement program, including its structure, methodology, and results.

e To assess at least annually the efficiency and effectiveness of
performance from any subcontracted agents or service providers, also
known as delegated entities.

e To ensure all members are treated with dignity and respect, they are given
appropriate, understandable education and information to accept
responsibility and participate in personal health care decisions.

e To use evidence-based guidelines as the basis for all clinical decision-making.

e To support public health goals, as appropriate for the populations served, by
integrating them into clinical quality improvement activities.

¢ To maintain regulatory compliance related to Paramount quality assurance
and performance improvement activities.

e To cultivate comprehensive patient safety practices among Paramount
providers and staff, including coordination of care.



e To identify disparities in health care delivery to members and intervene to
reduce them by delivering culturally and linguistically appropriate care and
services.

QUALITY MEASURES

PRACTITIONER AND PROVIDER REQUIREMENTS

Physicians, non-physician practitioners, hospitals, ancillary facilities, and all other types
of health care providers contracting with Paramount are expected to maintain optimal
levels of quality in their practice or service. The Physician Affairs Council sets
performance expectations for participating physicians, defines network composition and
panel size, and exercises peer review for contract compliance and practice
performance. Measurable performance indicators are established during contracting
with some health care provider organizations. Coordination of services among all
practitioners and providers across and between health care settings is monitored and
supported through various mechanisms.

HEALTH CARE EFFECTIVENESS DATA & INFORMATION SET (HEDIS®)

HEDIS® is a growing set of performance and outcome measures originally developed
in response to employers' need to compare health plans, now serving as the industry

standard. Through detailed specifications for deriving these measures, HEDIS®
provides commonly accepted methods for evaluating and trending health plan
performance. Although several measures are captured as a hybrid of claims data and
medical record reviews, most are collected as administrative-only data from claims,
enrolliment records and supplemental data files such as lab results. Annual
measurement results are used for many internal and external performance indicators
as described throughout the QI (QUALITY IMPROVEMENT) Work Plan and Evaluation.

To generate, manage, and submit HEDIS® data, Paramount utilizes NCQA-certified
software. Paramount capitalizes on highly skilled QI department staff to abstract
electronic and paper records for hybrid measures directly into the laptop-loaded
application. Collaboration with many providers enables Paramount to download clinical
test results as a supplemental file. The reporting process and results undergo a rigorous
external audit by an NCQA-approved auditor each year. Data are then submitted to
NCQA for each of Paramount's accredited product lines.

CMS uses patient experience scores to calculate a star rating for Medicare Advantage
(MA) plans. This system allows consumers to compare health plans on a range of
metrics for quality, performance, network benefits, costs, and patient experience.
CAHPS (Consumer Assessment of Health care Providers and Systems) now comprises
approximately 35% of each Medicare health plan’s star rating. A subset of both the
Commercial and Medicare CAHPS survey measures is also a component of the NCQA
publicly reported Health Plan Ratings (HPR) system which distinguishes excellence
among plans for health care consumers.



STAR RATING
The Centers for Medicare & Medicaid Services (CMS) uses a five-star quality rating
system to measure Medicare beneficiaries’ experience with their health plans and the
health care system.
CMS GOALS FOR THE FIVE STAR RATING SYSTEM

e Implement provisions of the Affordable Care Act.

e Clarify program requirements.

e Strengthen beneficiary protections.

e Strengthen CMS’ ability to distinguish stronger health plans for participation in

Medicare Parts C and D and to remove consistently poor performers.

A MEDICARE ADVANTAGE (MAPD) PLANS STAR RATING IS BASED ON
MEASURES IN EIGHT (8) CATEGORIES:

e Staying Healthy: Screenings, Tests and Vaccines.
e Managing Chronic (Long Term) Conditions.

e Ratings of Health Plan Responsiveness and Care.

e Member Complaints, Problems Getting Care, Choosing to Leave the Plan.
e Health Plan Customer Service.

e Drug Plan Customer Service.

e Member Experience with the Drug Plan.

e Patient Safety and Accuracy of Drug Pricing.

THE CMS MEDICARE STAR RATINGS SYSTEMS BENEFITS BOTH PROVIDERS AND
MEMBERS/PATIENTS.
Benefits to providers:

e Improved patient relations.

e Improved health plan relations.

e Increased awareness of patient safety issues.

e Greater focus on preventive medicine and early disease detection.
e Strong benefits to support chronic condition management.

Benefits to Members:
e Improved relations with their doctors.
e Greater health plan focus on access to care.
e Increased levels of customer service.
e Greater focus on preventive services for peace of mind, early detection, and
health care that matches their individual needs.



CLINICAL PRACTICE GUIDELINES
The Clinical Guidelines for -Providers can be viewed and printed by -providers and
provider offices at paramounthealthcare.com, For Providers, Tools & Resources, the
Clinical Practice Guidelines. These guidelines are evidence-based and intended for
use as a guide in caring for Paramount members. The Medical Advisory Council
reviews and approves each guideline annually. The guidelines are adopted from
various nationally recognized sources such as the American Diabetes Association; the
American Academy of Family Practice; the American Academy of Pediatrics; the
National Heart, Lung, and Blood Institute; and the Agency for Health care Research
and Quality. The guidelines do not cover every clinical situation and are not intended to
replace clinical judgment. Guidelines may include:

e Alcohol and Substance Use Disorder

e Depression

e Diabetes

e Hypertension

e Opioid Prescribing

The company has also provided a link to SAMHSA, a behavioral health shared

decision-making tool. The link is found at paramounthealthcare.com, For Providers,

Tools & Resources, then External Resource. It can also be found on My Paramount
under Quick Links.

Should you have questions or require additional information, contact Paramount at:
PHCQuality@MedMutual.com

POPULATION HEALTH (CONDITION MANAGEMENT)
OVERVIEW

Sometimes taking care of a chronic health condition can be overwhelming for patients.
That is what our population health team is here for.

We use a holistic health approach to assess the physical, psychosocial, behavioral
health, nutritional, environmental, and lifestyle issues affecting our members. We
promote wellness to encompass each whole person, and not just the chronic
condition(s) they are living with.

Paramount’s population health services amount to higher quality care, reduced medical
costs, and more satisfied and empowered members who experience a better quality of
life.

Our population health specialists are experts in managing the following:
e Asthma.

e Chronic kidney disease (CKD).
e Chronic heart failure (CHF).

e Chronic obstructive pulmonary disease (COPD).
e Depression.


mailto:PHCQuality@MedMutual.com

e Diabetes.

e Migraine headaches.
e Post-cardiac events.
¢ Reproductive health.

We help members manage chronic conditions by offering personalized and
compassionate support. Our team is made up of the following health care experts:
¢ Physician advisors.
e Pharmacists.
e Registered nurse health educators.
e Care management representatives.

An individualized condition-specific action plan is developed for each identified member.
This plan includes management strategies and educational resources. For example,
their personal plan may help them to:

e Adopt proper diet and exercise habits.

e Decrease the number of missed work and/or school days.

¢ Follow a smoking cessation plan.

¢ lIdentify symptom-causing triggers and learn how to avoid them.

¢ Interpret personal blood pressure readings, laboratory results and goals.
e Reach personal goals by following an individual treatment plan.

Our team also works with members to:
¢ Increase the use of appropriate medications.
e Improve medication and treatment plan adherence.
e Increase vaccinations and preventative screenings.
¢ Reduce improper use of the emergency room.
e Decrease hospitalizations.
e Decrease unnecessary health care costs.
e Prevent or delay disease problems and complications.

HOW IT WORKS

Members are identified for our program through an algorithm and classified into risk
categories every month. All identified members receive some type of intervention and
reminders about important tests and appointments. Those at greatest risk receive
higher-touch interventions.

You may also locate additional information at
https://www.paramounthealthcare.com/providers/condition-management

The following activities encompass our population health program:


https://www.paramounthealthcare.com/providers/condition-management

Comprehensive phone calls from a health educator to evaluate, assess
and follow-up with members who are at higher risk.

Case management evaluation and services for members at the highest risk
and/or experiencing an acute illness.

Deviceless remote condition monitoring.

Pharmacy services, educational mailings, condition-specific newsletters,
community forums, web- based interactive tools, and online support.



SECTION 7: PHARMACY
PRESCRIPTION DRUG COVERAGE

COMMERCIAL AND MARKETPLACE EXCHANGE

Paramount Insurance Company provides prescription drug coverage through a network
of pharmacies, in cooperation with our pharmacy benefits manager, CVS Caremark.
Paramount offers Employer Group (Commercial) plans, Paramount Marketplace
(Exchange) plans, multiple employer welfare arrangement (MEWA) plans, and Alliance
Small Group plans.

Members may call Paramount Member Services or access CVS Caremark’s website at
Caremark.com to find participating pharmacies. These types of pharmacy benefits
cover many generic drugs, preferred brand drugs, certain over-the-counter medications,
and some medical supplies when a prescription is provided to the member. Select this
link to find our lists of covered drugs, including restrictions and preferences (also called
a formulary).

Commercial and Exchange Members with Paramount pharmacy benefits can fill up to a
30-day supply of non-specialty medications at participating retail pharmacies. A 90-day
supply of non-specialty medications may be filled through either CVS mail-order
pharmacy or CVS retail pharmacy locations.

Some members have a Maintenance Choice pharmacy benefit. These members are
allowed two 30-day fills of a Maintenance Choice medication at a participating retail
pharmacy of their choice before they must fill for a 90-day supply through CVS mail
order or a CVS retail pharmacy Please click here to access the maintenance choice

drug list.

Please also note that even though a commercial plan may have medical coverage, not
all commercial plans have their prescription coverage through Paramount.

MEDICARE ADVANTAGE (PARAMOUNT ELITE)

Prescription drug coverage is provided through Paramount Elite in cooperation
with our pharmacy benefits manager, CVS Caremark. Members may call
Paramount Member Services or access our website to find the list of covered drugs
(called a drug formulary) and participating pharmacies.

The Paramount Elite Prescription Drug plan covers many generic drugs and preferred
and non-preferred brand drugs. Each of these drugs is listed in our formularies under
one of five cost-sharing tiers. For more information, please click here to visit our
website.



https://www.caremark.com/wps/portal
https://www.paramounthealthcare.com/providers/prescription-drugs/preferred-and-preventative-drugs
https://www.paramounthealthcare.com/assets/documents/pharmacy/caremark-maintenance-drug-list.pdf
https://www.paramounthealthcare.com/assets/documents/pharmacy/caremark-maintenance-drug-list.pdf
https://www.paramounthealthcare.com/assets/documents/pharmacy/caremark-maintenance-drug-list.pdf
https://www.paramounthealthcare.com/medicare/2022/plans-and-benefits/prescription-and-pharmacy/pharmacy-resources
https://www.paramounthealthcare.com/plans/medicare/2025/current-members/my-plan

PRIOR AUTHORIZATIONS AND EXCEPTIONS

COMMERCIAL AND MARKETPLACE EXCHANGE

Prior authorization will be required for some prescription drugs such as non-formulary
requests, specialty medications, and step therapy. For more information regarding
prescription drug utilization management protocols, please click here to visit our
website.

Prescription drugs on the prior authorization list will need to be reviewed and authorized
through Paramount. If you have questions about the prior authorization process, please
call us at 800-891-2520 option 2.

Additionally, pharmacy benefit prior authorization requests may be submitted
electronically via CoverMyMeds.com. Prior authorization criteria are also available on
this website.

MEDICARE ADVANTAGE (PARAMOUNT ELITE)

A prescription drug may have restrictions such as clinical prior authorization, quantity
limits, step therapy or Part B vs Part D. If a drug is not on the list of covered drugs, a
member/provider can request a formulary exception. Additionally, a member/provider
may request a formulary drug (excluding drugs on the specialty tier or Tier 5) at a lower

cost sharing which is referred to as a tiering exception.
For more information and forms, please click here to visit our website.

For Medicare prescription drug plans, prior authorizations and exceptions are
reviewed by CVS Caremark. Please call 855-344-0930 or fax 855-633-7673. The
information can also be submitted electronically. Links are located under Medicare
Part D Electronic Submission on our website. Please click here.

SPECIALTY DRUGS AND SPECIALTY NETWORK

Specialty drugs are prescription drugs that treat complex conditions such as multiple
sclerosis, cancer, hepatitis, and rheumatoid arthritis. They can be self-administered and
often require special handling or monitoring. Most of these drugs also require prior
authorization. These drugs are available through a limited pharmacy network called the
Specialty Network.

To find information about specialty drugs, please review the corresponding formulary
for any medications designated as Tier 5.

INFUSIONS/INJECTIONS

Most provider-administered injections/infusions will be covered under medical benefits,
with prior authorization reviews handled by Prime Therapeutics, LLC. However,
injectable drugs may be covered under medical or pharmacy benefits. Most self-
injections will be covered under the prescription benefit, and applicable prior
authorization reviews will be handled by Paramount. Self-injectables are often limited to
our specialty pharmacy network and require prior authorization.


https://www.paramounthealthcare.com/providers/prescription-drugs/drug-and-specialty-drug-prior-authorization
https://www.paramounthealthcare.com/providers/prescription-drugs/drug-and-specialty-drug-prior-authorization
https://www.covermymeds.com/main/
https://www.paramounthealthcare.com/plans/medicare/2025/current-members/my-plan
https://www.paramounthealthcare.com/medicare/2022/current-members/prior-authorization
https://cdrd.cvscaremarkmyd.com/CoverageDetermination.aspx?ClientID=33
https://www.paramounthealthcare.com/plans/medicare/2025/current-members/my-plan

For more information, including how to request a prior authorization through Prime
Therapeutics, refer to this page on our website. Click here.

To submit a medical drug prior authorization request to Prime Therapeutics, please visit
PRIME THERAPUTICS or call 800-327-3974.

LIMITED MEDICAL SUPPLIES

COMMERCIAL/EXCHANGE

Certain medical supplies are covered for Paramount Commercial members through the
prescription drug benefit, including diabetic supplies and spacers for inhalers. Most
members may currently choose whether to obtain these supplies at a preferred Durable
Medical Equipment (DME) supplier under the medical benefit or at a network pharmacy
through their pharmacy benefit (if the member has prescription drug coverage through
Paramount). Prior authorization is required for continuous glucose monitors and insulin
pumps.

Refer to the formulary drug lists for details regarding which specific products are covered.

MEDICARE ADVANTAGE

Certain medical supplies (alcohol swabs, gauze pads, insulin pen devices and insulin

syringes) are covered for Paramount Elite Medicare members through the prescription
drug benefit and certain diabetic supplies (lancets and device, blood testing strips and
blood glucose monitoring units) through the medical benefit.

OVER-THE-COUNTER DRUG COVERAGE

COMMERCIAL

Coverage of over the counter (OTC) medications will vary depending on employer

benefit structure. When coverage is available, medications are limited to products on

the formulary drug list. Some examples of categories that may be covered include:
e Smoking cessation (Nicotine replacement products including gum, patches, lozenges).
e Low-dose aspirin.
e Folic acid.

Some employer groups exclude coverage of classes with high OTC availability (e.g.,

PPIs, Nasal Steroids, Antihistamines).

MARKETPLACE EXCHANGE
Coverage of a limited number of OTC medications is available. Covered medications
are limited to products on the formulary drug list. Some examples of categories that may
be covered include:
e Smoking cessation (Nicotine replacement products including gum, patches, lozenges)
e Low-dose aspirin.
e Folic acid.
e Contraceptive products covered under the Affordable Care Act (ACA) are preventive.


https://gatewaypa.com/
https://gatewaypa.com/

MEDICARE ADVANTAGE

CMS approved items are available for Medicare Advantage members on their Nations
OTC account. Members may access the Nations portal at
Paramount.Nationsbenefits.com/login or contact a representative at 877-204-1721
(711)

DRUG FORMULARY

COMMERCIAL

Commercial members and providers can view which drugs are covered under their
pharmacy benefit using the commercial preferred drug lists. For more information on the
commercial preferred drug lists, please click here to visit our website.

MARKETPLACE EXCHANGE

Exchange and ACA/Small Group members and providers can view which drugs are
covered under their pharmacy benefit on our website. Exchange members use the
Health Insurance Marketplace Drug List and ACA/Small Group members use the
ACA/Alliance Drug List. For more information on the Exchange preferred drug lists,
please click here to visit our website.



https://paramount.nationsbenefits.com/login
https://www.paramounthealthcare.com/providers/prescription-drugs/preferred-and-preventative-drugs
https://www.paramounthealthcare.com/providers/prescription-drugs/preferred-and-preventative-drugs

SECTION 8: MEDICARE ADVANTAGE

MEDICARE AND MEDIGAP PLANS

OVERVIEW

Medicare is available for those who are 65 and older, or for those who have certain
disabilities and qualify for Medicare coverage before turning 65. Today, we offer
Medicare Advantage plans branded as Paramount Elite Medicare.

Our Medicare Advantage plans are available to people who have Medicare Part A and
Part B, also known as Original Medicare. We cover all Original Medicare benefits, but
offer coverage for prescription drugs and other enhancements, such as dental, hearing,
vision, wellness incentives and meals.

Key facts about Paramount Medicare Plans:

More than 17,000 members.
More than 1,000 Medicare Medigap members.
96%-member retention rate.

Paramount Elite is available in select counties in Ohio, Michigan,
Kentucky, and Indiana.
Highly rated plan.

Centers for Medicare and Medicaid Services (CMS) awarded Paramount Elite (HMO)
Medicare plans an overall Star Rating of 4 out of 5 stars for 2025.

MEMBER ENROLLMENT AND ELIGIBILITY
OVERVIEW OF PLANS

Part A | HOSPITAL COVERAGE: Hospital insurance that covers inpatient hospital stays,
skilled nursing facility care and hospice care.

Part B | MEDICAL COVERAGE: Medical insurance that covers select doctor
services, outpatient care, certain medical supplies, and preventive services,
but does not cover prescriptions.

Part C | Medicare Advantage Preventive and Coordinated Care: The
preventive and coordinated care of this plan covers Part A and Part B
benefits, plus may include additional coverage for prescriptions or vision
and is offered through private insurance providers.

Part D | Prescription Drug Coverage National Network: Covers prescription drugs.

Medicare Supplements (Medigap): If members have Original Medicare
Parts A and B — the Medicare plan offered by the Federal government; they
can add Medicare supplemental insurance to help cover the gaps in Original
Medicare coverage. Paramount offers five supplemental (Medigap) plans.
These plans are called Medigap.



Supplemental insurance fills “gaps” in Original Medicare. We offer a variety of
Medigap plans that allow members to enjoy comprehensive coverage with greater
protection in the event of an unexpected illness or injury.

ELIGIBILITY

To be eligible for Paramount Elite Medicare plans you must live in one of the following
counties: OH-Adams, Allen, Ashland, Auglaize, Brown, Butler, Champaign, Clark,
Clermont, Clinton, Crawford, Cuyahoga, Darke, Defiance, Erie, Fayette, Fulton,
Geauga, Greene, Hamilton, Hardin, Henry, Highland, Huron, Lake, Lorain, Lucas,
Madison, Medina, Mercer, Miami, Montgomery, Ottawa, Paulding, Portage, Preble,
Putnam, Sandusky, Seneca, Shelby, Summit, Van Wert, Warren, Wayne, Williams,
Wood, Wyandot MI-Branch, Hillsdale, Lenawee, Monroe, Washtenaw. IN-Adams, Allen,
DeKalb, Dearborn, Franklin, Noble, Ohio. KY-Boone, Campbell, Kenton.

Members can contact a licensed insurance agent at 877-715-7044 if they have
questions about their eligibility, enrollment periods or exceptions.

ENROLLMENT

Annual Enrollment Period (AEP): Members may enroll in a Medicare Advantage plan
with or without prescription drug coverage during the annual election period. The AEP is
from Oct. 15 through Dec. 7 of every year.

Medicare Advantage Open Enrollment Period (OEP): During the Medicare
Advantage Open Enrollment Period, members are permitted to make one change from
one Medicare Advantage plan to a Paramount Elite plan, if they would like to.

Newly Eligible for Medicare Benefits: The Initial Election Period (IEP) is the period
when members are first eligible for Medicare Parts A and B and can enroll in a
Medicare Advantage plan. Generally, their Initial Enrollment Period for Part D is at the
same time.

For example, if a member is eligible for Part B when they turn 65, their IEP is the seven-
month period that begins three months before the month they turn 65, includes the
month they turn 65, and ends three months after the month they turn 65.

If members have questions, they should contact our Member Services department toll-
free at 833-554- 2335 (TTY 711) Monday — Friday from 8 AM — 8 PM.

Additionally, between October 1st and March 31St both Member Service lines are
available seven days per week between 8 AM and 8 PM.

DISENROLLMENT

If a member wants to change to a different plan or to Original Medicare, they may do so
during the Annual Enrollment Period (AEP), which is Oct. 15 to Dec. 7 every year. The
change will take effect on Jan. 1 of next year.

In certain situations, changes are also allowed at other times of the year. For example,
people with Medicare, those who get “Extra Help” paying for their drugs, those who



have or are leaving employer coverage, and those who move out of the service area
may be allowed to make a change at other times of the year.

If the member is enrolled in a Medicare Advantage plan for Jan. 1St, and does not like
their plan choice, they can switch to another Medicare Advantage health plan (either
with or without prescription drug coverage) or switch to Original Medicare (either with or

without Medicare prescription drug coverage) between Jan. 1St and March 31St.

MEMBER ID CARD

A Paramount Elite Medicare Plan ID card is mailed to each member when they join one
of the plans. Members will use their Paramount Elite Medicare card instead of their red,
white, and blue Medicare card.

Our members are reminded to keep their card with them always and to present it each
time they receive medical services.

Plan year 2025 member ID cards (below) will be the only ID cards received.
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MEMBER WELCOME MATERIALS
New Medicare members are mailed a new member packet. Their member packet includes:

e Welcome letter.

e Medicare confirmation of enrollment letter.

e Resource guide: This is a yearly resource mailed to members to help them
understand their benefits and resources available to them.

« Wellness Booklet that highlights important information to share with your
PCP and other helpful tips.

MEMBER RIGHTS AND RESPONSIBILITIES

Paramount Medicare members have certain rights and responsibilities. Please review
the document on our website.



https://www.paramounthealthcare.com/assets/documents/compliance/elite-member-rights-and-responsibilities.pdf
https://www.paramounthealthcare.com/assets/documents/compliance/elite-member-rights-and-responsibilities.pdf
https://www.paramounthealthcare.com/assets/documents/compliance/elite-member-rights-and-responsibilities.pdf

MEMBER NOTIFICATION OF NETWORK CHANGES

When a participating provider contract has been voluntarily or involuntarily terminated,
we follow a procedure to ensure that members are notified within the specified timeframe.

The following CMS guidelines must be followed: Chapter 4, 110.1.2.3 - “Notification
to Enrollees” (Rev. 121, Issued, 04-22-16, Effective: 04-22-16, Implementation 04-
22-16).

If notified in advance, member services will make a good faith effort to notify affected
members by letter at least 30 days before termination of a provider’s contract. If notified
after the provider has left their practice, member services will notify affected members
within one business day.

MEMBER SERVICES

INTERPRETER SERVICES
As a provider, you are required by federal law to provide language assistance when
requested, or when you believe it will ensure a satisfactory health care encounter. You
are responsible for providing effective communication services to communicate with
your patient.
Please remember:
e You are prohibited from requiring that a patient provide their own interpreter.
e The service must be free to the patient.
e Itis never acceptable to involve a minor child in health care interpreting.
e If a patient wants to bring his/her own interpreter, it is recommended you
also arrange for a qualified medical interpreter.

We offer free aids and services to members with hearing and visual Impairments, or
Limited English Proficiency (LEP). These include:
¢ Qualified sign language interpreters.
¢ Written information in other formats (large print, audio, accessible
electronic formats, other formats).
e Freelanguage services to people whose primary language is not English, such
as, information written in other languages.

Interpreting is primarily conducted over the phone but can also be face-to-face or video
link depending on location. Sign language interpreting can take place on-site or through
an electronic video link.

Telecommunication Relay Service is available to persons with Text Telephone (TTY)
equipment. Translation, unlike oral interpretation, can convert written information from
one language to another.

To arrange for these services, please contact Medicare Member Services at 833-554-
2335 and MAP Medicare Member Services at 833-585-3388. We will automatically
update the member’s record.



MEMBER SERVICES CALL CENTER

Our Medicare member services' call center is available to answer member questions,
including what services are covered, how to access services, how to find a provider, file
a complaint, change their PCP, access language assistance, and more. It is a priority
for our members to be satisfied with all aspects of the services they receive.

Member services can be reached by calling Medicare Member Services at 833-554-
2335 (TTY 711), Monday — Friday, 8 AM — 8 PM. (excluding holidays). From Oct. 1
through March 31, we are available 8 AM to 8 PM. seven days per week.

Member services can also be reached via emalil at:
e [For Paramount Elite, please email Paramount.Memberservices@MedMutual.com.
e We are closed Memorial Day, Independence Day (July 4th), Labor Day,
Thanksgiving Day, and Christmas Day. If the recognized holiday occurs on a
Saturday, member services will be closed on the preceding Friday. If the
recognized holiday occurs on a Sunday, member services will be closed on the
following Monday.

PERSONAL CALL CENTER REPRESENTATIVE
By signing up, members will speak to the same person in member services every time they call.

LIVE CHAT

Paramount Elite members have access to Live Chat - a quick, safe, and secure way
for members to reach our member services team with questions. Live Chat Is
available to members Monday through Friday, 8 AM - 5 PM.

ONLINE MEMBER PORTAL
Members can stay well connected to their health plan through the MyParamount Portal.

MEMBER PROGRAMS

ANNUAL PHYSICAL EXAM
Members receive an annual physical exam with their primary care provider at a $0
copay. Also, they continue to receive their annual wellness visit at no cost.

Medicare members have the chance to receive a $50 wellness incentive by completing
two preventive screenings annually, as recommended by their doctor.

DENTAL BENEFIT

Paramount Elite Medicare plans offer dental benefits for our members. Included in all
our Medicare plans, the dental benefit will cover preventive and comprehensive dental
services that are not covered by Original Medicare.
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Preventive dental services include:

COVERED PREVENTIVE/DIAGNOSTIC DENTAL SERVICES
« 2 periodic oral exam(s) per calendar year: Oral Exams are limited to two
exams of any procedure type (periodic oral exam/limited (D0120), problem
focused (D0140)/comprehensive oral (D0150)/periodontal evaluation (D0180))
per calendar year. Services must be provided at a participating in-network
dental provider.

« 2preventive cleaning(s) (D1110) per calendar year.
« Upto 4 (one-set) bitewing dental X-ray(s) (D0270-D0274) per calendar year.

« 2fluoride treatment(s) (D1206/D1208) per calendar year: Fluoride Treatment
includes topical application of fluoride varnish or topical application of fluoride
— excluding varnish.

COVERED DIAGNOSTIC AND COMPREHENSIVE DENTAL SERVICES (coverage and limits
may vary by plan)
« Diagnostic Services: Intraoral evaluations (D0220/D0230) are limited to three
evaluations within any consecutive 12-month benefit plan year period. Complete
series (D0210) or Panoramic (D0330) of radiographic images covered are
limited to 1 per 5 years.

« Restorative Services: Amalgam (D2140-D2161) and Resin based composites
(D2330-D2394) are limited to one procedure per tooth every 3 years. Crown
services are not covered by all plans.

« Endodontics: Endodontic Therapy (D3310/D3320/D3330) is limited to one
procedure per tooth per lifetime.

« Periodontics: Periodontic scaling (D4341/D4342) and root planning
procedures require submission of supporting documentation and subject to
Utilization Review. Must contain 4 teeth with 4+MM pockets. These procedures
are covered every 3 years. Periodontic Maintenance (D4910) is covered 2 per
benefit plan year.

« Extractions (D7140/D7210): Unlimited visits.

« Other Oral/Maxillofacial - Surgery Services (D7220-D7250): Prosthodontics
are covered under this plan effective 1/1/2024.

« ADDITONAL BENEFITS: Plan benefit also includes incisional biopsy of oral
tissue (D7286). Tele dentistry visit (D9995 real-time synchronous encounter)
with Dental provider covered twice per benefit plan year. Palliative
(emergency) treatment of dental pain — minor procedure (D9110).

Orthodontics are not covered under our plans.

In network benefits for covered procedures are provided at 100% of allowable fees and
70% for out of network on most plans.



HEARING BENEFIT

We offer our Medicare members a hearing aid benefit through NationsHearing®,
making addressing hearing loss more affordable. Members experience the latest
advances in technology, and personalized care. To learn more and schedule an
appointment, members can call 877-204-1721, Monday through Friday from 8 AM to 8
PM.

MEAL BENEFIT

When it is time to go home after an inpatient hospital or skilled nursing facility stay,
there are so many things to worry about and plan. We provide our Medicare members
with two meals a day for 14 days after each discharge from an inpatient or skilled
nursing stay — at no cost to them up to a maximum of 28 days per calendar year.

OVER THE COUNTER (OTC) BENEFIT

Our OTC benefit is in partnership with NationsOTC®. Our benefit offers members an
effortless way to shop for brand and generic items, over-the-counter health and
wellness products and have them shipped directly to their home. They will receive our
OTC Catalog and a Benefit card in the mail to be utilized at a network of retail
locations. Members will have up to a $100 per quarter allowance to use. Any unused
allowance does not roll over to the next quarter.

SILVER SNEAKERS®

Our partner Tivity Silver Sneakers® brings Medicare members a fitness membership at
no additional cost. With more than 15,000 locations across the United States and classes
for every fitness level, they will find an activity they love.

WELLNESS INCENTIVES
Members can earn a $50 wellness incentive by taking care of their health. All they
need to do is have their wellness visit and complete two preventive health services.
Preventive screenings include:

e Basic metabolic or lipid panel.

e Colorectal screening.

e DEXA scan.

e Flu vaccine.

e Mammogram.

e Pneumonia vaccine.

For members with a diagnosis of diabetes, they can earn a second incentive by

completing two of the following services for a $30 incentive:
e HbAlc testing.

¢ Diabetes eye exam.
¢ Nephropathy screening.
¢ Diabetes self-management training.


https://nationshearing.com/paramount

WORLDWIDE COVERAGE

No matter where adventures take our Medicare members, their plan goes with them.
The coverage includes no copays for emergency care services, urgent care services
and emergency ambulance outside of the United States.

COMMERCIAL HEALTH PLANS

OVERVIEW

For businesses that are looking to offer health insurance coverage to their employees,
Paramount works with large and small employers to create health plans that best meet
their needs. Our commercial plans are sold to employers in northwest Ohio and
southeast Michigan.

Paramount Commercial Quick Facts:
e More than 72,000+ members.
e More than 1,200 employer groups.
e 96.6% of our clients renew with Paramount for their employee health insurance every year.
e 97%-member retention rate.
e 75th percentile ranking.
e Consumer Assessment of Health care Providers and Systems (CAHPS) is
a ranking of our member experience and overall ranking of our health plan.

MEMBER ENROLLMENT AND ELIGIBILITY

OVERVIEW OF PLANS
e HEALTH MAINTENANCE ORGANIZATION (HMO): A Paramount HMO is a
cost-effective health insurance plan for members, sponsored by their
employer. We have HMO plans available for large and small groups; both
fully funded and self-funded. HMO plans are available in Ohio.

e PREFERRED PROVIDER ORGANIZATION (PPO): Paramount’s PPO plans
give a little more freedom of choice and flexibility to members. It includes a larger
network of health care providers for more access, and free benefits and services,
such as full coverage of preventive services. Paramount’s PPO plans are
available to groups of two or more people located in Michigan and to self-funded
groups in Ohio.

¢ CONSUMER DIRECTED HEALTH PLAN (CDHP): Paramount's CDHP plans
work to lower costs and increase awareness of health care costs. A CDHP
may be accompanied by a Health Savings and/or reimbursement account or
may be a high-deductible plan. CDHP is available in both Michigan and Ohio.

e POINT OF SERVICE (POS): Paramount POS plans combine attributes from
both HMO and PPO plans, yet smaller deductible for most care and lower
copays when compared to PPO and CDHP plans. POS plans available In
Michigan and Ohio.



e ADMINISTRATIVE SERVICES ONLY (ASO): Available to self-funded
employers a solution to controlling costs and managing risk, based on the
employer's specific needs. ASO plans are available in both Michigan and
Ohio.

e MEDICAL HOME: Program available to large groups only. The Medical
Home program rewards members and providers for working together to
achieve better health and wellness.

e MULTIPLE EMPLOYER WELFARE ARRANGEMENT (MEWA): Paramount
has partnered with Northwest Ohio Business Alliance (NOWBA) to create fully
funded plans for businesses with 50 or fewer employees. MEWA is available in
Ohio.

e SHORT-TERM HEALTH PLANS: Paramount Short-Term Health Plans are
available in four policy durations — 3 months, 6 months, 9 months, and 364
days or less. Short-term plans use Paramount's HMO network and are
available in northwest Ohio.

ENROLLMENT

Member enroliment in health insurance through their employer depends greatly on when
their employer establishes the enrollment period. However, for most groups, this
happens in late fall because their employees' coverage begins on the first of the New
Year.

MEMBER ID CARD

A Paramount ID card is mailed to each member when they join Paramount. Our
members are reminded to keep their card with them always and to present it each time
they receive medical services.

MEMBER WELCOME MATERIALS
e Welcome letter: Paramount will mail members a welcome letter, brochure
that highlights key benefits and their member ID card.
e Member handbook: Explains their member's benefits in detail. The
member handbook is available online. Member Handbooks

MEMBER RIGHTS AND RESPONSIBILITIES
Paramount commercial members have certain rights and responsibilities. Please review
the document on our website.
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MEMBER TERMINATION PROCEDURE

When a participating provider contract has been voluntarily or involuntarily terminated,
Paramount follows a procedure to ensure that members are notified within the specified
timeframe.

According to OAC 83901-8-1, (F) “Notice”, the issuer must provide notice of the
expiration or termination of a provider or facility from the issuer's network to an enrollee
who has received health care services within the previous 12 months.

Notification must be provided as follows:
e Within fifteen business days of the effective date of the expiration or termination of
a provider or facility from the issuer's network; or
e If the issuer is not aware of the expiration or termination of a provider or facility
from the issuer's network prior to it taking effect, notice must be given within fifteen
business days of the issuer becoming aware of such change.

An issuer is deemed to be aware of the expiration or termination of a provider or facility
from the issuer's network if the issuer:
¢ Receives notification related to such change from a provider or facility.
e Takes any action with respect to the provider or facility, such as adjudicating or
processing claims, which demonstrates that there is a change in the provider or
facility's network status.

MEMBER PROGRAMS AND SERVICES

As a Paramount member through their workplace, their insurance coverage will
depend on their employer’s choice of plans. However, many of the items listed below
are available to them.

24/7 NURSE LINE

Ask Paramount, our free nurse line, is available toll-free, 24 hours a day, 7 days a week,
365 days a year. Our experienced registered nurses stand ready to answer health-
related questions and concerns. They can also help members figure out if they need to
schedule an appointment with their primary care provider, visit an urgent care clinic or
go to the emergency room.

To talk with an Ask Paramount nurse, members can call toll-free: 877-336-1616.

SUMMARY OF BENEFITS AND COVERAGE

The Summary of Benefits and Coverage (SBC) shows the member exactly how services
are covered - what their copay, deductible or coinsurance is. They can view their
specific benefits in the myParamount.org portal.



DEPENDENT CHILD COVERAGE

For HMO plan members, Paramount's dependent child program
expands coverage for member's dependent child while they are
residing outside of Paramount's service area. Out-of-area coverage
includes emergency, urgent and follow-up care services, and
prescriptions (drug rider required).

MARKETPLACE EXCHANGE PLANS

Marketplace plans allow those who do not have access to health
insurance to shop and enroll in health coverage through the federal
government’s health exchange or may shop individual state’s
marketplace plans. Paramount’s Marketplace plans are an example of

marketplace coverage throughout the state.

Marketplace plans offer a higher level of comprehensive coverage compared to a
short-term plan.

MEMBER ENROLLMENT AND ELIGIBILITY

OVERVIEW OF PLANS
Paramount has eight plans to choose from with varying levels of benefits for both
individuals and families.
e Gold Plans: Paramount's Gold Plans are for members who
expect to use a lot of health care services within the next
year. Preventive services are covered in full. Many services
are not subject to deductible.
e Silver Plans: Paramount's Silver Plans are for members who
wish to save on premiums, while keeping out-of-pocket costs
low. Preventive services are covered in full. Many services are
not subject to deductible. Cost sharing subsidies are available,
if applicable.
e Bronze Plan: Our Bronze Plan offers a balance between
monthly premiums and out-of-pocket costs. Like the Gold and
Silver Plans, preventive services are fully covered.
ELIGIBILITY
To be eligible for health coverage through the Paramount Health Insurance
Marketplace:
« Members must reside in one of the following northwest Ohio
counties: Defiance, Erie, Fulton, Henry, Huron, Lucas,
Ottawa, Sandusky, Seneca, Williams, Wood, or Wyandot.
« Members must be a U.S. citizen or national (or be lawfully present).
« Members must not currently be incarcerated.
« Members' eligible dependents must be under the age of 26.



ENROLLMENT
To enroll, members can visit our online open enrollment portal.

SPECIAL ENROLLMENT PERIOD

Members may qualify to purchase Paramount coverage outside of the
annual open enrollment periods if they have experienced a Qualifying
Life Event, such as a change in residence, a change in jobs, or if they
got married, divorced, or had a baby in the past 60 days. To find out if
they meet the Qualifying Life Event criteria, they can call us at 800-
462-3589.

MEMBER TERMINATION PROCEDURE

When a participating provider contract has been voluntarily or
involuntarily terminated, Paramount follows a procedure to ensure that
members are notified within the specified timeframe.

According to OAC, 3901-8-1, (F) “Notice”, the issuer must provide notice
of the expiration or termination of a provider or facility from the issuer's
network to an enrollee who has received health care services within the
previous 12 months.

Notification must be provided as follows:

¢ Within fifteen business days of the effective date of the expiration
or termination of a provider or facility from the issuer's network;
or

e If the issuer is not aware of the expiration or termination of a
provider or facility from the issuer's network prior to it taking
effect, notice must be given within fifteen business days of the
issuer becoming aware of such change.

An issuer is deemed to be aware of the expiration or termination of a

provider or facility from the issuer's network if the issuer:
¢ Receives notification related to such change from a provider or facility; or

e Takes any action with respect to the provider or facility, such as
adjudicating or processing claims, which demonstrates that
there is a change in the provider or facility's network status.

MEMBER PROGRAMS AND SERVICES
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24/7 NURSE LINE

Ask Paramount, our free nurse line, is available toll-free, 24 hours a
day, 7 days a week, 365 days a year. Our experienced registered
nurses stand ready to answer health-related questions and concerns.
They can also help members figure out if they need to schedule an
appointment with their primary care provider, visit an urgent care clinic
or go to the emergency room.

To talk with an Ask Paramount nurse, members can call toll-free: 877-336-1616.

SUMMARY OF BENEFITS AND COVERAGE

The Summary of Benefits and Coverage (SBC) shows the members
exactly how services are covered - what their copay, deductible or
coinsurance is. They can view their specific benefits in the
MyParamount.org portal.

WELLNESS INCENTIVE

Members can earn a $50 Visa gift card through our Wellness Incentive
by taking care of yourself. Members need to complete the following by
the end of the coverage year: Schedule your annual wellness visit
and get your flu shot.

e 360,000 claims are processed annually.

e 3,000 proprietary in-network dentists.

e More than 95,000+ dentists nationwide with 190,000+
access points to dental care in our network.

SECTION 9: COMPLIANCE

HIPAA REQUIREMENTS AND INFORMATION

To ensure compliance with Health Insurance Portability and
Accountability Act (HIPAA) (45 CFR Part 160 and Subparts A and E of
Part 164), one must first understand the definition of Protected Health
Information (PHI), which is the foundation upon which the rules are



based. PHI is information that is created or received by a health care
provider and is related to the past, present, or future physical or mental
health or condition of an individual; the provision of health care to an
individual; or the past, present, or future payment for the provision of
health care to an individual. PHI also either identifies the individual or
there is a reasonable basis to believe the information can be used to
identify the individual. PHI pertains to both living and deceased
individuals. There are defined rules for ‘de-identifying’ data, so it does
not contain PHI. But, generally, if one person can determine the
identity of the member/patient or to whom the information applies, and
the information was inappropriately disclosed, a HIPAA violation has
likely occurred.

Paramount maintains the privacy of members’ PHI in the strictest
confidence and takes the responsibility very seriously. Paramount is
fully committed to complying with all federal and state laws regarding
the privacy and security of members’ PHI. Paramount holds all
providers, both contracted and non- contracted, to these same
standards. Paramount expects providers to respect the privacy of
Paramount members and ensure their PHI is safeguarded.

DUTIES OF PROVIDERS

Providers are required to maintain and respect the privacy of
Paramount’s members. Paramount provides members with a Notice of
Privacy Practices upon enroliment and annually thereafter. This notice
explains how Paramount will use member’s information. This notice
can be found on our website. Please click here. Paramount expects
providers to abide by the notice as it applies to their interactions with
Paramount’s members.

Providers should be cognizant of the additional protections afforded to
Paramount’'s members pursuant to 42 CFR Part 2 regulations. These
requirements provide additional protections around substance use
disorder treatment information and add other requirements to health
care providers. Additionally, while HIPAA provides the floor for
regulatory protections to member’s privacy rights, many states have
additional protections for PHI. Providers are required to comply with all
state and federal regulations.
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USES AND DISCLOSURES OF PHI

The use and disclosure of member and patient PHI, without the
proper written authorization, or as required by law, is restricted to that
which is necessary to carry out treatment, payment, or health care
operations (TPO) activities. Uses or disclosures for purposes other
than TPO activities require a written authorization.

WRITTEN AUTHORIZATIONS

The use and disclosure of member and patient PHI is not permitted or
required under applicable law requires the authorization of the patient
or their legally authorized representative. The Authorization must meet
HIPAA and applicable state law requirements. Paramount’s HIPAA-
compliant authorization can be found on our website. Please click
here.

UNINTENTIONAL DISCLOSURES

In the rare circumstance where Paramount may inadvertently disclose
Paramount member PHI to a provider who was not the intended
recipient, Provider shall immediately notify Paramount of this mistaken
disclosure. The provider shall maintain the privacy of the information
and either return or securely destroy the information. The provider
agrees to not use or further disclose the information. The provider
agrees, upon Paramount’s request, to supply Paramount with an
attestation verifying the return, destruction, and non-disclosure of any
inadvertently disclosed PHI.

CYBERSECURITY

Pursuant to state and federal law, providers are required to maintain
technological safeguards to assure patient and member data is
adequately protected. These safeguards must meet criteria specified in
both HIPAA and the Health Information Technology for Economic and
Clinical Health Act of 2009 (HITECH). Providers should be aware of
any potential theft of financial or medical data and report the same to
Paramount immediately upon discovery. These discoveries can lead to
additional investigations of fraud, waste, and abuse.

STARK I, Il & 1l

Prohibits physicians from referring Medicare patients to a hospital or
other entity for the provision of “designated health services” if the
physician or immediate family member has a financial relationship with
that entity unless an exception exists. Financial relationships are
defined as both ownership/investment interests and compensation
relationships. Designated health services include physical,
occupational, and speech therapy, clinical laboratory services,
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radiology services (including MRI, CAT scans, and ultrasound
services), radiation therapy, durable medical equipment, orthotics and
prosthetic devices, home health services, Parenteral and enteral
nutrients and supplies, outpatient prescription drugs, and inpatient and
outpatient hospital services. Paramount expects that all providers will
abide by these federal requirements. Upon discovery of a violation of
these regulations, Paramount will report suspected providers to the
appropriate state and/or federal entity.

ANTI-KICKBACK

Anti-Kickback statutes make it a crime for a person (i.e., a physician)
to knowingly and willfully solicit or accept payment (or other
remuneration) for referring a patient to another person/entity for the
furnishing of any item or service for which payment may be made (in
whole or in part) by the Medicare or programs. The statute also makes
it a crime to knowingly and willfully offer or pay remuneration to
‘induce” such a referral. An “inducement” is any act intended “to
exercise influence over the reason or judgment of another to cause the
referral or program-related business.” As

with the Stark regulations, Paramount will report suspected providers
to the appropriate state and/or federal entity.

FALSE CLAIMS ACT

The False Claims Act (FCA) includes both civil and criminal provisions
used in enforcement of the law, which makes it an offense for any
person/entity to present false claims to the United States government.
The elements necessary to establish a civil FCA violation are: 1)
presentation of a claim, 2) to the United States government or any
program funded by the government and 3) actual knowledge that the
claim is false/fraudulent or with reckless disregard or deliberate
ignorance of the truth or falsity of the claim. As Paramount has both
Medicare and commercial lines of business, Paramount’s investigative
efforts often implicate potential FCA violations. As such, violations will
be reported to the appropriate regulatory body.

ANTITRUST COMPLIANCE

Antitrust laws apply to almost all industries, including health care.
These regulations prohibit a variety of agreements and conduct, which
could restrain a competitive industry. The federal government is
responsible for enforcing the federal antitrust laws, and state Attorney



Generals are responsible for enforcing the state antitrust law in their
respective state. Federal and state governments investigate and
pursue organizations suspected of being in violation. Violation of these
statues can result in significant losses through financial penalties and
criminal sanctions. Paramount abides by these requirements and
expects all providers to do so as well. Any request for information
which could violate these regulations will be denied and repeated
requests will be reported as suspected anticompetitive behavior.

COMPLIANCE HOTLINE

If you recognize an actual or possible violation of laws, rules, or
regulation, Providers may report it to Paramount using Paramount’s
Compliance Hotline at 1-800-553-1000.

Paramount’s Compliance Hotline is available 24 hours per day, seven
days per week, 365 days per year. Reports to the Compliance Hotline
may be made anonymously. All information received is kept
confidential. Paramount has a strict non-retaliation policy to protect
Providers and others who report problems and concerns in good faith.

When reporting, please remember to include the names of all
applicable parties involved and provide as much information as
possible so that Paramount can investigate your report. If possible,
please include your name and telephone number so we may contact
you if we have any questions during our investigation.

FRAUD, WASTE AND ABUSE (FWA)

INTRODUCTION

Health care fraud, waste, and abuse (FWA) is a national problem that
affects all of us either directly or indirectly. National estimates project
billions of dollars are lost to health care FWA on an annual basis.
These losses lead to increased health care costs and potential
increased costs for coverage. Providers, members, and taxpayers can
be harmed when this occurs.

Paramount is committed to conducting its business operations in
compliance with ethical standards, internal policies and procedures,
contractual obligations, and all applicable federal and state statutes,
rules, and regulations. Paramount’s commitment to guard against
FWA extends to its oversight and monitoring responsibilities related to
its contracted entities.



DEFINITIONS

HEALTH CARE FRAUD is knowingly and willfully executing, or
attempting to execute, a scheme or artifice to defraud any health care
benefit program or to obtain (by means of false or fraudulent
pretenses, representations, or promises) any of the money or property
owned by, or under the custody or control of, any health care benefit
program.

Health Care Waste is overutilization of services, or other practices
that, directly or indirectly, result in unnecessary costs to any health
care benefit program. Waste is generally not considered caused by
criminally negligent actions but by misuse of resources.

Health Care Abuse includes actions that may directly or indirectly
result in unnecessary costs to any health care benefit program,
improper payment, payment for services that fail to meet professionally
recognized standards of care, or services that are medically
unnecessary. Abuse involves payment for items or services when
there is no legal entitlement to that payment and the provider has not
knowingly and/or intentionally misrepresented facts to obtain payment.
Abuse cannot be differentiated categorically from fraud because the
distinction between “fraud” and “abuse” depends on specific facts and
circumstances, intent and prior knowledge, and available evidence
among other factors.

MISSION AND GOALS OF PARAMOUNT’S FWA PROGRAM
The mission of Paramount’s Fraud Waste and Abuse Program is to
protect the integrity of Paramount, along with federal and state
programs by actively detecting, preventing, investigating, and reporting
suspected cases of FWA. The goals of Paramount’'s FWA Program are
to:
e Detect, prevent, investigate, and report incidents of FWA.
¢ Implement internal policies and procedures to accomplish the
mission and to mitigate the risk for recurrence.
¢ Report instances of substantiated FWA to the appropriate
government agencies and/or law enforcement.
e Cooperate fully with all investigations of FWA conducted by
government agencies and/or law enforcement.
e Prevent and/or recover payments lost to fraudulent, wasteful and/or abusive
billings; and,
e Provide communication and education regarding FWA.

EXAMPLES OF HEALTH CARE FWA



By Members:

Allowing someone else to use his’/her member

identification card to receive medical care, medications,

supplies, or equipment, etc.

Changing prescription form to get more than the amount

of medication prescribed by their physician.

Agreeing to let a health care provider bill Paramount for services he/she never
received.

Misrepresenting a medical condition to obtain services.

Knowingly providing false information (wrong date of birth, address etc.) on
enrollment forms.

By Providers:

Not billing according to the American Medical Association (“AMA”),
American Association of Professional Coders (“AAPC”) and/or Centers
of Medicare and Medicaid Services (“CMS”):

Billing for services, procedures, or supplies that have not been rendered.
Billing for equipment, drugs, or services that are not medically necessary.
Billing for procedures not appropriate for the diagnosis on

the claims lead to additional and/or higher reimbursement.

Billing for services outside of your designated specialty.

Billing for a place of service or location other than where the

service was rendered to obtain a higher reimbursement

level.

Unbundling claims to get more reimbursement, which involves
separating a procedure into parts and charging for each part

rather than using a single global code.

Routinely submitting duplicate claims.

Inappropriate use of modifiers in billing to obtain a higher level of
reimbursement.

Altering claims and/or medical records to obtain a higher level of
reimbursement.

Prescribing high quantities of controlled substances without medical necessity.
Upcoding (using procedure or diagnosis codes that pay at a higher rate).
Overutilization — billing for services not medically

necessary to obtain a higher level of reimbursement.

Underutilization — failing to provide our members with services that are
medically necessary.

Receiving kickbacks for referrals.

By Pharmacies:

Billing multiple payers for the same prescription.
Billing for non-existent prescriptions.
Billing for brand drugs when generics are dispensed.



¢ Billing for an item not dispensed.
e Shorting prescription drugs.

e Splitting prescriptions into multiple orders to get higher reimbursement.
e Dispensing expired, diluted, or tainted prescription drugs.

By Vendors:
¢ Billing for services not rendered or products not received.
¢ Billing for more expensive services while performing a less expensive service.

By Workforce Members:
e Misrepresenting facts to deny or approve benefits.
¢ Obtaining kickbacks for referrals.
e Creating a fictitious provider to pay false claims.
e Forging a member’s signature for enrollment purposes.
e Misrepresenting benefits.
e Impersonating a government employee.
e Behaving in an unethical or dishonest manner while performing company
business.

RESPONSE AND REPORTING OF FWA
Any suspected case of FWA is to be reported promptly upon
identification to Paramount’s Financial Investigations Department
within the Compliance Office. All information received is strictly
confidential. Paramount’s Compliance Hotline is available 24 hours per
day, seven days per week, 365 days per year. Reports to the
Compliance Hotline may be made anonymously. Please notify
Paramount if you suspect any health care fraud, waste, or abuse by
using the following resources:

e Providers may call the Paramount Compliance Hotline at 1-

800-553-1000 to report suspected FWA.
e Sending a letter with any pertinent information to:

Paramount Health Care
Attn: Financial Investigations
100 American Road
Cleveland, OH 44144

Paramount has a strict non-retaliation policy to protect Providers and
others who report problems and concerns in good faith. All reports are
investigated.

When reporting suspected fraud, please remember to include the names
of all applicable parties involved. Specify which person(s) you believe is



committing fraud, identify the dates of service, and/or issues in question
and describe in detail why you believe a fraudulent act may have
occurred.

If possible, please include your name and telephone number so we
may contact you if we have any questions during our investigation.

PREPAYMENT FRAUD, WASTE AND ABUSE DETECTION ACTIVITIES
Paramount may initiate a prepayment review of a provider on behalf

of a regulatory agency or Paramount. When this occurs, Paramount

may pend claims and require Provider to produce supporting
documentation (medical records, progress notes, etc.) for submitted
claims to validate the information contained on the claims, especially
billed charges, is appropriate. If the documentation is not received

from Provider, or not received in a timely manner, all claims will be

denied until records and other supporting documentation are

received.

Paramount’s claims payment system is designed to audit claims
thoroughly to detect and stop claims before payment is inappropriately
sent to Provider. Within the claims process, Paramount performs
multiple pre-payment claim audits by incorporating edits within the
claims system. Examples of those edits include but are not limited to:
e Post Service Claim Edits to check for appropriate information for
specialty drugs billed on Medical Claims.
e Correct Coding Initiative (CCI) edits basic and includes clinical reviews.
e CMS Bundling edits.
e Centers for Medicare and Medicaid Services (CMS) guidelines.
e American Medical Association.
¢ National Coverage Determinations.
e Other editing for correct coding — examples — global billing,
duplicates, MUEs (Medically Unlikely Edits), and modifiers.
¢ Clinical review of medical records for appropriateness.

POST-PAYMENT FWA CLAIMS SYSTEM AUDITS

Paramount performs additional post pay claims audits such as auditing
of DRGs paid on claims. Paramount also reviews the Office of the
Inspector General List of Excluded Individuals and Entities, the
Government Services Administration Excluded Parties list, FDA
Exclusion List, and state exclusion lists to assure members and



contracted entities have not been excluded from participating in a
federal program. Additionally, Paramount has a dedicated unit of
investigators who audit and monitor the service patterns of providers,
members, and vendors. The Financial Investigations Department
routinely monitors claims and medical records identifying anomalies,
which may lead to further concentrated investigations. Upon findings
of suspected fraud, waste, or abuse, corrective actions may be taken.

Corrective actions can include:
e Member disenroliment

e Cooperation with law enforcement

e Education of member or provider

e Reporting to state/government regulatory agencies, as applicable.
e Recovery of overpaid funds

¢ Provider Contract termination

POST-PAYMENT RECOVERIES

This section of the Provider Manual is hereby incorporated into the
Provider Agreement and supplements, rather than minimizes, rights
and remedies available to Paramount under the Provider Agreement,
at law or equity.

Should the terms herein and the terms of the Provider Agreement
conflict, the parties to the Provider Agreement concur Paramount, in its
sole discretion, shall exercise the terms expressed in the Provider
Agreement, the terms herein, rights under law and/or equity, and/or
some combination thereof.

Upon request, the Provider will give Paramount, regulatory agencies,
and any representatives thereof access to request and review all
documentation related to claims and/or Paramount members that are
required to support compliance with the Provider agreement.
Information that may be requested by Paramount investigators
includes but is not limited to:

Medical Records.

Progress Notes.

Member COB (Coordination of Benefits) information.

Member Information.

All items must be shared timely and as requested. If records are not
received from Provider as requested, Paramount will begin a process
of offsetting future claims or processing recoupments.



CLAIMS AUDITS

Paramount’s Investigators may perform telephonic audits, desk audits,
announced onsite audits, and unannounced onsite audits. If onsite
audits are requested by Investigators, the investigator should be given
a space to work in and all documentation requested on the day of the
audit. Upon completion of the audit, if overpayments have occurred,
Provider agrees to repay funds promptly or Paramount may seek
recoupment for overpayments realized by Provider. The provider must
provide the investigator, during normal business hours, with access to
examine, audit, scan and copy all records necessary to determine
compliance and accuracy of billing.

In the event a Paramount Investigator is unreasonably denied access
to the Provider’s records, all Claims for which Provider inappropriately
received payment are due to be repaid to Paramount. If Provider fails
to provide requested documentation to the investigator, the entire
amount of the claim is to be immediately refunded to Paramount. In
each of the cases, Claims are no longer reimbursable to Provider.
Paramount reserves the right to offset the full amount of the claim
against any amounts owed to Provider. Provider must produce
requested records to Paramount without charge, timely, and in the
manner requested.

Pursuant to HIPAA (45 C.F.R Part 160 and Subparts A and E of Part
164), Provider agrees Paramount is entitled to the requested
information under the “payment” exception. Provider agrees
Paramount is also entitled to conduct investigations and audit records
to verify services were performed both before payment is issued and
after payment is dispensed pursuant to HIPAA and a variety of other
federal and state regulations and agreements.

Paramount agrees to use established industry claims adjudication
and/or clinical practices, state, and federal guidelines and/or
Paramount policies and data to determine which claims should be
investigated and reviewed and to formulate conclusions during the
investigation. The provider agrees to cooperate with Paramount’s
Special Investigations Unit during any audit and/or investigation of
claims by providing access to all requested documentation at
reasonable, agreed upon times. Failure to provide requested
information in a timely manner may result in any number of punitive
actions up to and including termination of the Provider's agreement,
recoupment of funds paid, and reports made to state and federal
entities.



During the review process, Paramount reserves the right to review a
random sample or smaller subset of a larger group of data to
formulate an estimate of the impact of the issue identified. The error
rate identified during this review may be projected across all claims to
determine the total amount of overpayment.

PROVIDER/PRACTITIONER EDUCATION

During an audit and investigation, if Paramount determines a provider
has not billed services appropriately, Paramount may choose to
educate the provider either onsite, by email, by phone, or onsite at
their office. Upon completion of the initial Provider/Practitioner
education, a corrective action plan may be required from the provider
so that there is a documented plan for improvement. Further audits
may occur in the future to verify claims submitted by the Provider are
appropriately coded and billed as well as complete.




